STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Gabriel, Claire (ARCH) CHAPTER 100.1

Address: Inspection Date: January 30, 2019
27-358 Anderton Camp Road, Papaikou, Hawaii 96781

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT
RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE,
WITHOUT YOUR RESPONSE.

RECEIVED

08/16/16, Rev 09/09/16, 03/06/18, 04/16/18 1 - MAY 1 5 ALl



RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-8 Primary care giver qualifications. (a)(10)
The licensee of a Type I ARCH acting as a primary care

giver or the individual that the licensee has designated as
the primary care giver shall:

Attend and successfully complete a minimum of six hours
of training sessions per year which shall include but not be
limited to any combination of the following areas: personal
care, infection control, pharmacology, medical and
behavioral management of residents, diseases and chronic
illnesses, community services and resources. All inservice
training and other educational experiences shall be
documented and kept current;

FINDINGS
Primary care giver (PCG) - no continuing education hours
for 2019 annual inspection year.

Please complete six (6) hours of continuing education
hours to be credited to your 2019 annual inspection year.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

VL e

|-R2%-17

RECEIVED
MEY 15 79



RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-8 Primary care giver qualifications. (2)(10) PART 2
The licensee of a Type I ARCH acting as a primary care
giver or the individual that the licensee has designated as the
primary care giver shall: FUTURE PLAN
Attend and successfully complete a minimum of six hours USE THIS SPACE TO EXPLAIN YOUR FUTURE
of training sessions per year which shall include but not be PLAN: WHAT WILL YOU DO TO ENSURE THAT
limited to any combination of the following areas: personal IT DOESN’T HAPPEN AGAIN?
care, infection control, pharmacology, medical and
behavioral management of residents, diseases and chronic . V\»\"
illnesses, community services and resources. All inservice Pr‘m am mr \V@(‘ W' ‘ ’ d mee ’ ol 1
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1
()
All individuals who either reside or provide care or services
to residents in the Type I ARCH shall have documented DID YOU CORRECT THE DEFICIENCY?
evidence of an initial and annual tuberculosis clearance.
USE THIS SPACE TO TELL US HOW YOU
FINDINGS CORRECTED THE DEFICIENCY
Substitute care giver.(SCG) #1 & SCG #2, no current ‘ ‘
tuberculosis (TB) skin test. P \Fimaﬂa Ca(eg\ve(' h a G Mpd a_‘fd g'} ) /5)
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RULES (CRITERIA) PLAN OF CORRECTION Completion
D
§11-100.1-9 Personnel, staffing and family requirements. PART 2 e
(b) - e . . . .
e e ™ FUTURE PLAN
evidence of an initial and annual tuberculosis clearance. '
USE THIS SPACE TO EXPLAIN YOUR FUTURE
FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT
Substitute care giver (SCG) #1 & SCG #2, no current IT DOESN’T HAPPEN AGAIN?
tuberculosis (TB) skin test. o
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-10 Admission policies. (a) PART 1

Type I ARCHs shall admit residents requiring care as stated
in section 11-100.1-2. The level of care needed by the
resident shall be determined and documented by that
resident’s physician or APRN prior to admission.
Information as to each resident’s level of care shall be
obtained prior to a resident’s admission to a Type Il ARCH
and shall be made available for review by the department,
the resident, the resident’s legal guardian, the resident’s
responsible placement agency, and others authorized by the
resident to review it.

FINDINGS
Resident #1, no level of care assessment.

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-10 Admission policies. (a) PART 2
Type I ARCHs shall admit residents requiring care as stated
in section 11-100.1-2. The level of care needed by the FUTURE PLAN

resident shall be determined and documented by that
resident’s physician or APRN prior to admission.
Information as to each resident’s level of care shall be
obtained prior to a resident’s admission to a Type I ARCH
and shall be made available for review by the department,
the resident, the resident’s legal guardian, the resident’s

responsible placement agency, and others authorized by the '

resident to review it.

FINDINGS
Resident #1, no level of care assessment.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
' Dat
§11-100.1-13 Nutrition. (k) PART 1 =
Physician or APRN orders for nutritional supplements )
including vitamins, minerals, formula meals and thickeni
agents shall be updated annually or sooner s specified, DID YOU CORRECT THE DEFICIENCY?
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Resident #1, no physician/APRN order for Y bottle of CORRECTED THE DEFICIENCY
ensure — administered daily per PCG. . .
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RULES (CRITERIA) PLAN OF CORRECTION Completion |
Date
§11-100.1-13 Nutrition. (k) PART 2
Physician or APRN orders for nutritional supplements
including vitamins, minerals, formula meals and thickening FUTURE PLAN

agents shall be updated annually or sooner as specified.

FINDINGS
Resident #1, no physician/APRN order for % bottle of
ensure — administered daily per PCG.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

Yhmax;? Careguer will Verifyy that all medi -

(o10 usi

fhe '@Mr—mon&k mwhccq-\on ovae

Check chart (cHo Qummary Recont )
T will be loated Where medicahon
icchoved and (ooked Tt will be
Checkes and dooumenm onh the,

nesidents monthiy \)YO%VQQS hotes, T?
e racident \s ho‘r Aueox a

month modication order chedky e

brimnan| Careqier 6r Qubetitwie wil

olo o Aefedhong order Wsir\r\the/ rosichort
3&\0\% and aocumen’r inde monkhk

mcmdmg m’mho | upplementy
| have annual Updated der&\)

mwo\mmm* ar fhetime of Hhe «H)ur-

Vi N\

Sfe

W that a call wag made argd

resS o
newa,| %o\r\o\ Approval Was made b

RECEIVED
APR 2 6 218

N* Oggwm be obta et ‘ot Jhe

-\hesgh wm Wih date G0 Time, Doctor W'm
é.«;l "

& V\S\Jr Oh the Phycician



RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-13 Nutrition. (I)

Special diets shall be provided for residents only as ordered
by their physician or APRN. Only those Type I ARCHs
licensed to provide special diets may admit residents
requiring such diets.

FINDINGS

Resident #1, physician order dated December 20, 2018 read:

e “Low carbohydrate, low calorie, low concentrated
sweets diet”
¢ “Weight reduction gradually by % - 1 pound per
week”
¢ “Low milk & daily product diet, No calcium
supplements due to elevated blood calcium levels”
No special diet menu.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU

CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-13 Nutrition. (1) PART 2
Special diets shall be provided for residents only as ordered
by their physician or APRN. Only those Type I ARCHs FUTURE PLAN

licensed to provide special diets may admit residents
requiring such diets.

FINDINGS

Resident #1, physician order dated December 20, 2018 read:

e “Low carbohydrate, low calorie, low concentrated
sweets diet”
e “Weight reduction gradually by % - 1 pound per
week”
e “Low milk & daily product diet, No calcium
supplements due to elevated blood calcium levels”
No special diet menu.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-15 Medications. (g)

All medication orders shall be reevaluated and s1gned by the
physician or APRN every four months or as ordered by the
physician or APRN, not to exceed one year.

FINDINGS
Remdent #1, no medication re-evaluation between June 29,

2018 — December 17, 2018.

Correcting the deficiency

practical/appropriate. For
this deficiency, only a future

PART 1

after-the-fact is not

plan is required.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
] | §11-100.1-15 Medications. (g) PART 2
All medication orders shall be reevaluated and signed by the
physician or APRN every four months or as ordered by the FUTURE PLAN

physician or APRN, not to exceed one year.

FINDINGS
Resident #1, no medication re-evaluation between June 29,

2018 — December 17, 2018.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (a)(3) PART 1

The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or
transfer of a resident there shall be made available by the
licensee or primary care giver for the department’s review:

Documentation of date of referral and admission, referral
agency with address and telephone number, place or source
from which admitted, physician, APRN, dentist,
ophthalmologist, optometrist, psychiatrist, and all other
medical or social service professionals who are currently
treating the resident, next of kin, legal guardian,

surrogate or other legally responsible agency;

FINDINGS
Resident #1, resident emergency information sheet not
current/updated.

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (a)(3) PART 2
The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or
transfer of a resident there shall be made available by the FUTURE PLAN
licensee or primary care giver for the department’s review:
USE THIS SPACE TO EXPLAIN YOUR FUTURE
Documen'tation of date of referral and admission, referral PLAN: WHAT WILL YOU DO TO ENSURE THAT
agency v!nth add{ess and te!ePhone number, p_lace Or source IT DOESN’T HAPPEN AGAIN?
from which admitted, physician, APRN, dentist, 4_& m
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RULES (CRITERIA)

PLAN OF CORRECTION Completion
Date

§11-100.1-17 Records and reports. (b)(7)
During residence, records shall include:

Recording of resident's weight at least once a month, and
more often when requested by a physician, APRN or
responsible agency;

FINDINGS
Resident #1, no monthly weight record.

PART 1
DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(7) PART 2
During residence, records shall include:
Recording of resident's weight at least once a month, and FUTURE PLAN

more often when requested by a physician, APRN or
responsible agency;

FINDINGS
Resident #1, no monthly weight record.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
1T DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-19 Resident accounts. (a)

The conditions under which the primary care giver agrees to
be responsible for the resident's funds or property shall be
explained to the resident and the resident’s family, legal
guardian, surrogate or representative and documented in the
resident's file. All single transfers with a value in excess of
one hundred dollars shall be supported by an agreement
signed by the primary care giver and the resident and the

resident’s family, legal guardian, surrogate or representative.

FINDINGS
Resident #1, no financial statement.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Grodlo- 1§

18

RECEIVED
MAY 15 ™19



RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-19 Resident accounts. (a) PART 2
The conditions under which the primary care giver agrees to
be responsible for the resident's funds or property shall be
explained to the resident and the resident’s family, legal FUTURE PLAN
guardian, surrogate or representative and documented in the
resident's file. All single transfers with a value in excess of USE THIS SPACE TO EXPLAIN YOUR FUTURE
one hundred dollars shall be supported by an agreement PLAN: WHAT WILL YOU DO TO ENSURE THAT
signed by the primary care giver and the resident and the IT DOESN’T HAPPEN AGAIN?
resident’s family, legal guardian, surrogate or : - 5
representative. M‘%/ ) J? \&’, 167 {
J o”V‘- ~f/uz,

FINDINGS
Resident #1, no financial statement.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-23 Physical environment. (g)(3)X(G)
Fire prevention protection.

Type I ARCHs shall be in compliance with, but not limited
to, the following provisions:

Smoke detectors shall be provided in accordance with the
most current edition of the National Fire Protection
Association (NFPA) Standard 101 Life Safety Code, One
and

Two Family Dwellings. Existing Type I ARCHs may
continue to use battery operated individual smoke detector
units, however, upon transfer of ownership or primary care
giver, such units shall be replaced with an automatic hard
wiring UL approved smoke detector system;

FINDINGS
No monthly smoke detector checks for June, September and
December 2018.

PART 1

Correcting the deficiency
after-the-fact is not

practical/appropriate. For
this deficiency, only a future

plan is required.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-23 Physical environment. (g)(3}G) PART 2
Fire prevention protection.
FUTURE PLAN

Type I ARCHs shall be in compliance with, but not limited
to, the following provisions:

Smoke detectors shall be provided in accordance with the
most current edition of the National Fire Protection
Association (NFPA) Standard 101 Life Safety Code, One
and

Two Family Dwellings. Existing Type I ARCHs may
continue to use battery operated individual smoke detector
units, however, upon transfer of ownership or primary care
giver, such units shall be replaced with an automatic hard
wiring UL approved smoke detector system;

FINDINGS
No monthly smoke detector checks for June, September and
December 2018.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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Licensee’s/Administrator’s Signature: MM g W@ﬂ‘*/g
Print Name: (. LA k/ GCABRIE L
Date: ZJ,L"—QE*’/?
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Licensee’s/Administrator’s Signature: (" ,CM yg()’é/""/?
7/

Print Name: (‘LA/'/?EV /;ABKQ/E L.

Date: \)’: /4 - / 7
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